
 

 

 

      APPLICATION FOR A DISABLED HUNTER PERMIT 
 

 
PLEASE PRINT 

 

NAME__________________________________________________________________________________________ 
    LAST      FIRST     M.I. 

 

MAILING ADDRESS_______________________________________________________________________________________   

 

CITY__________________________________STATE___________ZIP___________     DATE OF BIRTH__________________  

 

SOCIAL SECURITY # (Required)   XXX-XX-                                     TELEPHONE NUMBER_________________________     

 

SEX_____    WEIGHT________ HEIGHT_________   EYE COLOR_________   HAIR COLOR____________ 

 
I hereby swear, under penalty of prosecution, I am permanently disabled as described in this application. 

 

SIGNATURE_______________________________________ _______________       DATE___________________ 

 

 

IF APPLICANT IS APPLYING AS A DISABLED VETERAN, APPLICANT MUST COMPLETE: 
 

HHaass  wwrriitttteenn  pprrooooff  tthhaatt  tthhee  llaasstt  ooffffiicciiaall  cceerrttiiffiiccaattiioonn  ooff  rreeccoorrdd  bbyy  tthhee  UUnniitteedd  SSttaatteess  DDeeppaarrttmmeenntt  ooff  VVeetteerraann  AAffffaaiirrss  oorr  aannyy  

bbrraanncchh  ooff  tthhee  AArrmmeedd  FFoorrcceess  ooff  tthhee  UUnniitteedd  SSttaatteess  sshhoowwss  tthhee  ppeerrssoonn  ttoo  bbee  aatt  lleeaasstt  ssiixxttyy--ffiivvee  ((6655))  ppeerrcceenntt  pphhyyssiiccaallllyy  ddiissaabblleedd..      

 

 

IIFF  AAPPPPLLIICCAANNTT  IISS  NNOOTT  AAPPPPLLYYIINNGG  AASS  AA  DDIISSAABBLLEEDD  VVEETTEERRAANN,,  PPHHYYSSIICCIIAANN  MMUUSSTT  CCOOMMPPLLEETTEE::  
 
I, the undersigned, swear that I am a licensed physician, optometrist or ophthalmologist and find the above named applicant to be 

disabled as defined by one or more of the following condition(s): 

 PLEASE CHECK THE APPROPRIATE BOX(ES): 

 

Is permanently unable to walk without the use of, or assistance from, a wheelchair, scooter, or walker; 

  

IIss  rreessttrriicctteedd  bbyy  lluunngg  ddiisseeaassee  ttoo  tthhee  eexxtteenntt  tthhee  ppeerrssoonn’’ss  ffoorrcceedd  eexxppiirraattoorryy  vvoolluummee  ffoorr  oonnee  ((11))  sseeccoonndd,,  wwhheenn  mmeeaassuurreedd  bbyy  aa  

ssppiirroommeetteerr,,  iiss  lleessss  tthhaann  tthhiirrttyy--ffiivvee  ((3355))  ppeerrcceenntt  pprreeddiicctteedd,,  oorr  aarrtteerriiaall  ooxxyyggeenn  tteennssiioonn  iiss  lleessss  tthhaann  ffiiffttyy--ffiivvee  ((5555))  mmmm//HHgg  oonn  

rroooomm  aaiirr  aatt  rreesstt;; 

 

Has a cardiac condition to the extent the person’s functional limitations are classified in severity as Class III or Class IV, 

according to standards established by the American Heart Association; 

 

Has a permanent, physical impairment that prevents the person from holding or shooting a firearm or bow in hand;  

  

HHaass  cceennttrraall  vviissuuaall  aaccuuiittyy  tthhaatt  ppeerrmmaanneennttllyy  ddooeess  nnoott  eexxcceeeedd  2200//220000  iinn  tthhee  bbeetttteerr  eeyyee  wwiitthh  ccoorrrreeccttiivvee  lleennsseess,,  oorr  tthhee  wwiiddeesstt  

ddiiaammeetteerr  ooff  tthhee  vviissuuaall  ffiieelldd  iiss  nnoott  ggrreeaatteerr  tthhaann  ttwweennttyy  ((2200))  ddeeggrreeeess..  

 

 

 

NAME____________________________________________________________________________________ 

         LICENSED PHYSICIAN, OPTOMETRIST, OR OPHTHALMOLOGIST  (PLEASE PRINT) 

 

ADDRESS__________________________________________________________________________________________________ 

   

CITY___________________________ STATE________    ZIP______________       Telephone___________________________ 

 

______________________________________________________________________________________________________________________________    ________________________________________________________________________  

Signature of Licensed Physician, Oppttoommeettrriisstt,,  oorr  OOpphhtthhaallmmoollooggiisstt      DDaattee  

PPeerrmmiittss  aarree  iissssuueedd  oonnllyy  aatt  WWyyoommiinngg  GGaammee  aanndd  FFiisshh  DDeeppaarrttmmeenntt  RReeggiioonnaall  OOffffiicceess  llooccaatteedd  iinn  JJAACCKKSSOONN,,  PPIINNEEDDAALLEE,,  CCOODDYY,,  SSHHEERRIIDDAANN,,  GGRREEEENN  

RRIIVVEERR,,  LLAARRAAMMIIEE,,  LLAANNDDEERR  oorr  CCAASSPPEERR..    AApppplliiccaattiioonnss  ccaann  bbee  mmaaiilleedd  ttoo  tthhee  hheeaaddqquuaarrtteerrss  ooffffiiccee::    LLiicceennssee  SSaalleess  aanndd  AAccccoouunnttiinngg,,  WWyyoommiinngg  GGaammee  

aanndd  FFiisshh  DDeeppaarrttmmeenntt,,  55440000  BBiisshhoopp  BBoouulleevvaarrdd,,  CChheeyyeennnnee  WWYY    8822000066--00000011..  
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FFOORR  OOFFFFIICCEE  UUSSEE  OONNLLYY  

  
PPEERRMMIITT    ##  ::      

  

DDAATTEE  IISSSSUUEEDD::      

  

IISSSSUUEEDD  BBYY::          


